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Abstract
Background  Recent research within the context of Obstetrics shows the added value of patient participation in 
in-hospital patient safety. Notwithstanding these benefits, recent research within an Obstetrics department shows 
that four different negative effects of patient participation in patient safety have emerged. However, the approach 
to addressing these negative effects within the perspective of patient participation in patient safety is currently 
lacking. For this reason, the aim of this study is to generate an overview of actions that could be taken to mitigate the 
negative effects of patient participation in patient safety within an Obstetrics department.

Methods  This study was conducted in the Obstetrics Department of a tertiary academic center. An explorative 
qualitative interview study included sixteen interviews with professionals (N = 8) and patients (N = 8). The actions to 
mitigate the negative effects of patient participation in patient safety, were analyzed and classified using a deductive 
approach.

Results  Eighteen actions were identified that mitigated the negative effects of patient participation in patient safety 
within an Obstetrics department. These actions were categorized into five themes: ‘structure’, ‘culture’, ‘education’, 
‘emotional’, and ‘physical and technology’. These five categories reflect the current approach to improving patient 
safety which is primarily viewed from the perspective of professionals rather than of patients.

Conclusions  Most of the identified actions are linked to changing the culture to generate more patient-centered 
care and change the current reality, which looks predominantly from the perspective of the professionals and too 
little from that of the patients. Furthermore, none of the suggested actions fit within a sixth anticipated category, 
namely, ‘politics’. Future research should explore ways to implement a patient-centered care approach based on these 
actions. By doing so, space, money and time have to be created to elaborate on these actions and integrate them into 
the organizations’ structure, culture and practices.
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Background
Every day, 830 women worldwide die as a result of com-
plications during and following pregnancy and childbirth 
[1]. Most of these complications are considered pre-
ventable and often occur during hospitalization [1–4]. 
In Obstetrics, this mainly involves severe bleeding and 
infection after childbirth [1]. Preventable complications 
occur not only within Obstetrics but also within all spe-
cialties and therefore are a reason why patient safety has 
become an international priority [5–7]. In this regard, 
patient participation is increasingly used as a strategy to 
improve patient safety [8–10].

Recent research within the context of Obstetrics 
indeed shows the added value of patient participation in 
in-hospital patient safety [11] and more broadly [10, 12, 
13]. A common example of patient participation, includ-
ing Obstetrics patients, is shared decision-making, where 
the patient is expected to receive sufficient information 
from the professional and be supported in making medi-
cal choices [14, 15]. This can help detect inconsistencies 
in care [16]. Another example is the use of a surgical 
safety checklist in cesarean deliveries [17, 18], which can 
contribute to a reduction in errors and complications [17, 
19]. A third illustration is where patients are enabled to 
monitor their medication and thereby contribute to med-
ication management [20–22], a reduction in medication 
errors, and improved outcomes [14, 23].

Notwithstanding these benefits, recent research within 
an Obstetrics department shows that four different nega-
tive effects of patient participation in patient safety have 
emerged [24]. First, involving patients in safety initia-
tives can lead to anxiety in patients [25]. This includes 
situations where patients gain a better understanding of 
medication errors, which increases anxiety [24]. Second, 
the relationship between the patient and a professional 
can be negatively affected [26]. Sometimes this occurs 
because, when the patient and professional do negoti-
ate, there are differences in opinions as to whether the 
patient’s wishes and needs are medically justified [24]. 
Third, more responsibility may be placed on the patient 
than the patient wants [24, 27]. For example, patients may 
feel they have too much responsibility or that profession-
als have shifted too much responsibility onto them [24]. 
Fourth, patient participation in safety initiatives can take 
up more of the professional’s time [24, 26] since a ‘par-
ticipating’ patient may pose more questions to healthcare 
professionals.

To ultimately promote patient safety within an Obstet-
rics department, it is important to mitigate these nega-
tive effects of patient participation in patient safety. To 
this end, we firstly conducted a general review of the lit-
erature on actions that could be taken and classified these 
according to the model by Bate et al. [28]. This model has 
six categories of actions: ‘structure’, ‘political’, ‘cultural’, 

‘educational’, ’emotional’, and ’physical and technology’ 
to promote healthcare improvements [28]. The reviewed 
literature looked at how to deal in general with common 
problems such as anxious patients [29] or an unsatis-
factory patient-doctor relationship [30]. However, the 
approach to addressing these negative effects within the 
perspective of patient participation in patient safety is 
currently lacking. For this reason, the aim of this study 
is to generate an overview of actions that could be taken 
to mitigate the negative effects of patient participation in 
patient safety within an Obstetrics department.

Methods
Study design
The aim of this study was to generate an overview of 
actions that could be taken to mitigate the negative 
effects of patient participation in patient safety within an 
Obstetrics department.

To achieve the goal of this research, qualitative research 
was employed. As a form of qualitative research, an 
exploratory interview study was conducted to uncover 
the actions of both patients and professionals within an 
Obstetrics department. The Standards for Reporting 
Qualitative Research checklist [31] was used to provide 
transparency (see Additional file 1).

Inclusion criteria and participants
This study was conducted within the Obstetrics Depart-
ment of Erasmus Medical University Center in Rotter-
dam, the Netherlands. Interviews were held with both 
patients and birth care professionals to capture their 
thoughts on appropriate actions to mitigate the nega-
tive effects of patient participation on patient safety. Ini-
tially, 32 patients and 21 professionals were approached 
by email, phone, or face-to-face. The inclusion criteria 
for the patients were that the patient had been admit-
ted to the Obstetrics department, were potentially will-
ing to participate in an interview at least three weeks and 
no more than six weeks after childbirth, and had mas-
tered the Dutch language sufficiently to fully participate. 
Inclusion criteria for the professionals were a position 
as a physician or clinical midwife, at least six months of 
employment in the Obstetrics department, and sufficient 
mastery of the Dutch language. A lack of time was the 
major reason given for nonparticipation by professionals. 
Patients mostly declined because of insufficient energy 
after childbirth. We continued to enroll participants until 
data saturation was achieved. This was achieved once 
eight patients and eight professionals had been inter-
viewed (see Table  1). Data saturation is reached when 
the researcher begins to hear the same comments repeat-
edly within interviews [32]. Within this group of respon-
dents, data saturation was reached because the same 
actions emerged in the last interviews. This occurred 
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even after the clinical midwife was added alongside the 
gynecologists.

Data collection
Interviews were conducted between March 2020 and 
January 2021 by one researcher (MV). Due to COVID-19 
concerns, safety measures were observed and the inter-
views took place on the basis of the patients’ and pro-
fessionals’ preferences. Nine interviews were conducted 
face-to-face and seven were conducted by phone. The 
interviews lasted an average of 59 minutes (range: 43 to 
101 minutes) with a focus on forms of individual patient 
participation. The four negative effects of patient partici-
pation on patient safety identified in an earlier study [24] 
were used as a starting point. The interview topic guide 
developed for this purpose [24] was also used for this 
study. In addition, in this study both patients and profes-
sionals were specifically asked about actions that could 
be taken to mitigate these negative effects. The in-depth 
interviews provided a sense of the local culture in this 
department. Following the interviews, a member check 
was carried out by asking the respondents to check for 
factual inaccuracies in the transcripts. Twelve of the six-
teen participants took part in this check. None reported 
any factual inaccuracies, and no changes were made.

Data analysis
The texts of the interviews were transcribed, analyzed, 
and coded by one of the authors using ATLAS.ti V.8 for 
Windows. ATLAS.ti is a widely used tool to structure 
qualitative analysis [33] and we opted for deductive anal-
ysis because this was an appropriate approach to classify 
the proposed actions [28]) and generate an accessible 
overview of the actions identified. The model by Bate et 
al. [28] was used for this purpose, aiming to systemati-
cally identify the actions within the six different catego-
ries for healthcare improvement. Because the actions can 
influence each other and are interdependent, it is suit-
able to do this according to the classified themes that 
are interconnected. Firstly, it concerns structural, which 

involves organizing, planning, and coordinating quality 
efforts. Secondly, political addresses and deals with the 
politics of change surrounding any quality improvement 
effort. Thirdly, cultural entails giving quality a shared, 
collective meaning, value, and significance within the 
organization. Fourthly, educational is characterized by 
creating a learning process that supports improvement. 
Fifthly, emotional involves engaging and motivating peo-
ple by linking quality improvement efforts to inner sen-
timents and deeper commitments and beliefs. Sixthly, it 
pertains to physical and technological, which involves 
designing physical infrastructure and technological sys-
tems that support and sustain quality efforts [28]. For 
the coding process, codes were initially assigned to the 
various actions mentioned by both patients and profes-
sionals, enabling us to provide an overview of the actions 
suggested. Furthermore, this approach provided insight 
into the level of consensus and the differences and simi-
larities in the actions suggested by patients and by pro-
fessionals. These actions were then classified according 
to the six categories proposed by Bate et al. [28]. All the 
actions suggested by our participants could be fitted 
within these categories.

Results
The interviews yielded 18 actions, 13 of which were iden-
tified by both patients and professionals. These 18 actions 
could all be placed in one of five of the six categories pro-
posed by Bate et al. Table 2 below provides a summary of 
the categories, suggested actions , and whether they were 
offered by patients, professionals, or both. For an over-
view of illustrative quotes that most effectively illustrate 
the story of the results, see Table 3.

Structure
The first category ‘structure’ is about establishing work-
ing arrangements to prevent negative effects and to 
ensure patient participation in patient safety should neg-
ative effects arise.

Table 1  Respondents’ characteristics
Patients
N (%)

Professionals
N (%)

Gender

Male
Female

0 (0%) 
 8 (100%)

6 (75%)
 2 (25%)

Age (average) 32 years (range 31–42 years) 51 years (range 37–65 years)

Educational level

Vocational education 
Higher vocational education 
Scientific education

2 (25%)
 4 (50%)
 2 (25%)

0 (0%)
 1 (12.5%)
 7 (87.5%)

Profession

Gynecologist
Clinical Midwife

7 (87.5%)
 1 (12.5%)
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Table 2  Suggested actions to mitigate the negative effects of patient participation in patient safety
Categories Actions Mentioned by
Structure Appoint a case manager 

Make time for adequate attention 
Provide information concerning responsibilities 
Prepare well for childbirth 
Clarify role of partner or family

Patients / professionals
Patients / professionals
Patients / professionals
Patients / professionals
Patients / professionals

Culture Patient-centered culture change
Encourage patient participation
Actively listen to the patient
Be transparent 
Work unambiguously

Patients / professionals
Professionals 
Patients / professionals
Patients
Patients / Professionals

Educational Improve negotiation skills 
Train on shared decision-making 
Ensure systematic feedback

Professionals
Patients / professionals 
Patients / professionals

Emotional Share stories 
Demonstrate leadership
Manage expectations

Patients / professionals
Professionals
Patients /professionals

Physical and technology Create app for patients’ questions 
Clarify the patient journey

Patients / professionals
Professionals

Table 3  Illustrative quotes by both patients and professionals of the suggested actions
Categories Actions Illustrative quotes
Structure Appoint a case 

manager 
‘’For example, a case manager could be a solution. Not necessarily that you see the same person every time 
you’re there, but that one person takes a kind of coordinating role over all the appointments. Especially if there 
are issues, for example with another caregiver, then you can contact them’’ (Patient 7).

Prepare well for 
childbirth 

‘’As a patient, you don’t want to get into a discussion about what is going to happen just before delivery. That’s 
why I’m reminded of that birth plan you draw up in advance. Once childbirth is underway, there is no room 
to tell or discuss really important things, I think. Anything that is raised with the patient at that time should 
already be known beforehand. I think through proper preparation you can prevent anxiety’’ (Patient 5).

Culture Encourage patient 
participation

‘’And indeed, when people proactively have their own birth plan, the perception from birth care providers is 
often that these are ‘difficult’ patients with all kinds of wishes. That really just illustrates that we’re not stream-
lining it, so from my perspective not discussing it’' (Professional 6).

Actively listen to the 
patient

‘’The empowerment of today’s patient may already be contributing to that. And then, at the same time, in our 
culture there has to be a transition to listening to the patient’’ (Professional 5).

Be transparent ‘’At some point after delivery I came to the doctor for the follow-up check. At that point, they open my file, 
in which there is all kinds of information about exactly what happened and whether everything went well. 
Perhaps nowadays with the new block chain technology they could make sure that there is an online file that 
you can look into yourself. The goal should be to be able to be more comprehensive and transparent in what 
is going on with you or what exactly happened. If you have to come up with something anyway, this would 
be a solution for saving the time of the professionals’’ (Patient 4).

Educational Train on shared 
decision-making 

‘’You also see young doctors wanting to do things differently, but you also notice that they do get taught new 
skills in their training as doctors. These are skills that we used to not get and will have to get if we want to keep 
up. With us, it is a habit and also a culture that we determine what is good for the patient. The whole transi-
tion to the patient as a partner in which we will decide together is going to be a very difficult one. But if we are 
going to make it, it will also require teaching skills to the patient’’ (Professional 7)

Ensure systematic 
feedback

‘’Perhaps it could be improved by having questionnaires go out periodically, because I personally would find 
it difficult to address a health care provider about things that are not going well. But I can also imagine that 
having this information can be very valuable. This can then be done, for example, with grades or sufficient 
and insufficient. They then have to start correcting on that’’ (Patient 1).

Emotional Share stories ‘’I personally think that a sense of safety is still important. So, when you are taken away from your daily situa-
tion and admitted [to the birth unit], the feeling of the hospitalized pregnant woman should be one of being 
well cared for and safe. At that moment, you are anxious, it would be good to test the experiences of patients 
who have been admitted in a focus group. However, I can imagine that when you are in a room with several 
people that it can feel unsafe to express your concerns freely’’ (Professional 3).

Physical and 
technology

Create app for patients’ 
questions 

‘’That there is sufficient priority and enough capacity, something like that. Or we should think about whether 
it can’t all be done digitally. That you can send some kinds of questions to a doctor, I can see that too. That you 
can use an app to send questions to the doctor in advance, so that the doctor can be prepared, and that you 
can have a kind of structured conversation’’ (Patient 4).
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Appoint a case manager
The respondents mentioned the importance of having 
a case manager in the primary process as a priority. As 
soon as patients experience a decrease in trust or the 
relationship between patient and professional is nega-
tively affected, patients would like to know to whom they 
can go to discuss the situation. The case manager would 
then have the task of reassuring patients and ensuring 
transparency.

Make time for adequate attention
Both patients and professionals believed that when 
a patient’s confidence decreases or the relationship 
between patient and professional has been affected nega-
tively, it is important that they can engage in a conversa-
tion about their anxiety. This requires the professionals to 
be able to free up time to accomplish this.

Provide information concerning responsibilities
To ensure that patients do not feel too much responsibil-
ity and that professionals hand over sufficient responsi-
bility, professionals mentioned that it is important to 
adequately inform patients about the responsibilities of 
both patients and professionals. When patients know 
what they are responsible for, they feel more involved in 
their own care pathway. If errors or deviations in the care 
pathway are identified by patients, they generally become 
more anxious and trust may decrease. When this hap-
pens, it is important to keep the patient well-informed 
and provide clarity about the course of action.

Prepare well for childbirth
Patients considered this action important so that they 
can experience as little unnecessary anxiety as possible 
just before and during childbirth. In doing so, it should 
be made clear to patients exactly what to expect during 
childbirth. The interviews highlighted that good prepara-
tion for delivery can lead to a better patient experience.

Clarify role of partner or family
To maintain a sense of safety for patients in all situa-
tions, the professionals said that it is important that they 
establish protocols and standard information packages 
to ensure they discuss issues with the partner or contact 
person of the mother-to-be. Here, it is important that the 
professional takes responsibility for discussing this, so 
that the patient does not feel that the onus is on herself to 
pass on information.

Culture
The actions within ‘the culture’ category concern ensur-
ing a patient-centered cultural shift, where it is important 
that professionals work together with the same values.

Patient-centered culture change
The suggested cultural changes related to patient-cen-
teredness touch not only on actions within the culture 
theme, but also within other themes. From the inter-
views, it was clear that the respondents could conceive 
actions related to the mindset and motivation of the pro-
fessionals. Further, what patients find important seems 
to be receiving minimal attention at present. In addition, 
patients were given minimal voice in the care process. To 
mitigate the negative effects, a cultural change is needed 
through which a patient’s values become the focus of 
their care.

Encourage patient participation
Professionals admitted that they do not always encour-
age patient participation because they frequently con-
sider patients’ wants and needs as medically irresponsible 
and of little relevance to the outcome. As a result, pro-
fessionals may shy away from patient participation. To 
mitigate the negative effects, it is important that patients 
are encouraged to participate in a desirable way. The pro-
fessionals indicated that patients who want to proactively 
participate can be labeled as difficult.

Actively listen to the patient
Here, the professionals indicated that they are not used 
to actively listening to the patient. Both patients and pro-
fessionals indicated that active listening is important to 
hear clearly why patients have anxieties.

Be transparent
Patients said that they are very dependent on the infor-
mation they receive from professionals. Anxiety can 
be alleviated by openness and transparency. Moreover, 
patients indicated that it is important to provide full 
information when there are more questions. Provided 
this happens, patients indicate that there is less interfer-
ence from them because they then know enough.

Work unambiguously
Unambiguous working was mentioned by both patients 
and professionals although both have different inter-
pretations of this. From the patients’ point of view, it is 
mainly about unambiguous policies and not doing things 
that have not been agreed upon. For professionals, it is 
more about working with consistent values. That is, as 
soon as a negative effect arises, it is important that pro-
fessionals have a consistent way of approaching patients.

Educational
Actions within the ‘educational’ category are about estab-
lishing an educational system that seeks to learn from 
negative effects in order to make improvements and 
avoid future negative effects.
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Improve negotiation skills
The professionals reported that, at the point when 
patients and professionals start to create a birth plan 
and the patients and professionals negotiate the patient’s 
wants and needs and maybe fail to come to an agreement, 
they require conversational techniques that they do not 
always possess and therefore need to learn these skills.

Train on shared decision-making
Both patients and professionals indicated the need for 
training to enable them to take a more active role and 
participate more effectively in patient safety. This train-
ing should focus on shared decision-making, aiming to 
inform both patients and professionals on what respon-
sibility they should take on and what is expected of them.

Ensure systematic feedback
Patients and professionals both indicated that healthcare 
organizations should use a standard questionnaire to 
continuously examine any negative outcomes and iden-
tify improvements that could be made to avoid these. 
Furthermore, this systematic feedback should be struc-
turally fed back to the professionals in order that they can 
learn from it.

Emotional
The ‘emotional’ theme is about sharing experiences and 
engaging patients by managing their expectations and 
showing leadership.

Share stories
The respondents mentioned that structurally listening to 
experiences and perceptions is an action that can prevent 
future negative effects. To establish this process, it is nec-
essary to hold focus groups or open conversations with 
patients. This should lead to professionals being encour-
aged to work on making improvements.

Demonstrate leadership
Professionals reported that when the relationship 
between a patient and a professional has been negatively 
affected, it is important that the professional demon-
strates leadership. This requires professionals to continu-
ously explain why something is done, how it is done, and 
why it makes sense from the professional’s perspective to 
do it this way. Furthermore, professionals indicated that 
this requires listening to patients’ objections and that 
it is the role of professionals to actively address these 
objections.

Manage expectations
Respondents indicated that in situations where confi-
dence decreases, it is important that patients know where 
they stand and that their confidence is restored. The 

professionals indicated that they often feel they have to 
live up to unrealistic expectations, such as in terms of 
facilities in the birthing room. As a result, patients and 
professionals may cease to get along. Patients reported 
here that it is important that boundaries and limitations 
are indicated in advance.

Physical and technology
The ‘physical and technology’ category is about ensuring 
that the negative effects of patient participation in patient 
safety are actually mitigated.

Create app for patients’ questions
Patient participation initiatives related to patient safety 
result in more questions arising from patients, requir-
ing professionals to spend more time answering them. To 
make this more efficient, patients suggested developing 
an app so they could send questions to the professionals 
in advance. This was with the goal of reducing the time 
input by professionals. In addition, some professionals 
indicated that there should be an app that contains all the 
information that is important for the patient.

Clarify the patient journey
Both patients and professionals mentioned that it is 
important to reduce patients’ sense of bearing consider-
able responsibility, as this would contribute to managing 
their expectations during the patient journey. The profes-
sional will need to collaborate with an advisor to develop 
a patient journey that could provide an overview of when 
and where the patient should obtain appropriate infor-
mation and therefore know what is expected.

Discussion
In a previous study, we identified four different nega-
tive effects of patient participation in patient safety [24]. 
To ultimately promote patient safety in an Obstetrics 
department, this study aims to identify actions to miti-
gate the negative effects of patient participation in patient 
safety. These findings are relevant because the approach 
to addressing these negative effects of patient participa-
tion in patient safety within an Obstetrics department is 
currently lacking. Based on this, Obstetrics departments 
within hospitals can implement these actions in practice. 
Within this study, eighteen actions have been identi-
fied and four particularly relevant findings are discussed 
below.

Firstly, the results indicate that the common thread 
among the eighteen actions is a focus on ‘patient-cen-
tered culture change’. Currently, however, this depart-
ment primarily view it from the perspective of the 
professionals, rather than adequately considering the 
viewpoint of the patients. Within this category ‘cul-
ture’, various actions emerged: patient-centered culture 
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change, encourage patient participation, actively listen 
to the patient, be transparent, and work unambiguously. 
Within this paragraph, further exploration is conducted 
through comparisons to illustrate the importance of 
achieving a cultural shift towards the patient’s perspec-
tive within this context. An interesting angle here could 
come from the service dominant logic: that it is not only 
service providers that create value, but rather that service 
receivers do so for themselves in use or in collaboration 
with service providers [34–36]. This involves an evolu-
tion where service-dominant logic shifts the focus from 
goods to services [37]. This consideration, and what can 
be learned from service dominant logic, has resulted in 
an application called ‘value-in-use’. Hereby, value is cre-
ated by the user during the usage of resources, processes 
(and/or their outcomes) [38]. Translating this to the 
Obstetrics department of this study, the conclusion could 
be that participation through patients in safety initiatives 
within birth care remains at a low level. The respondents 
indicated that the general line of thought and much of the 
reasoning is done from the perspective of professionals 
and does not adequately include the patients’ expertise, 
knowledge, and thinking. That the patient is not always 
perceived as a partner is not a surprising outcome, as this 
has been highlighted in several studies [39, 40]. This is, 
for example, because patient-centered care in maternity 
care is perceived differently in practice [41]. Addition-
ally, it is important to acknowledge that effecting such 
changes within organizations is challenging and requires 
significant engagement from patients [42] and profes-
sionals [43]. Continuing to invest in this area remains 
valuable, as the literature describes the positive contri-
bution in terms of better outcomes, experiences, and 
reduced costs [44, 45]. This reflection demonstrates that 
the underlying theme of this study, aiming for a cultural 
shift towards patient-centeredness, is valuable.

Secondly, recognizing the importance of achieving a 
cultural shift towards the patient’s perspective, this sec-
tion delves deeper into how it is possible to accomplish 
this within an Obstetrics context.

This involves examining the link with the results of 
this study, falling under the categories of ‘educational’ 
and ‘emotional’. Several recent studies have examined 
how health care organizations can develop patient-
centered care and how to implement this in practice 
[46–49]. A previous study [50] investigated the link 
between patient safety and patient-centered care within 
an Obstetrics department, concluding that professionals 
play an important role in achieving a culture of patient-
centered care. In particular, professionals’ knowledge on 
doing so, demonstration of leadership, academic super-
vision, mentorship, and financial resources were cited 
as key components [50]. Looking at this study, dem-
onstrate leadership was indicated by professionals and 

categorized under ‘emotional’. In practice, professionals 
often face various challenges in demonstrating leadership 
[51, 52] Also within the organization where this study 
took place, efforts are being made to further formalize 
and strengthen the leadership role, where professionals 
perform both clinical and management tasks. Various 
studies indicate that doing so without proper training or 
preparation is difficult [53, 54], and a structured approach 
is needed for it to succeed [52]. Additionally, share stories 
and manage expectations were mentioned in this study. 
The action of sharing stories could closely relate to sys-
tematically gathering feedback and actually taking action 
based on it in practice. Listening to the stories of obstet-
ric patients aligns well with the idea of driving a culture 
change towards patient-centered care, by better under-
standing what they actually want rather than imposing 
guidelines [55]. At the same time, effectively listening 
to patients in general is complex and involves various 
challenges, such as professionals’ time constraints [56]. 
Moreover, it is noted that receiving feedback and actu-
ally acting upon it is also complex [57], thus intersect-
ing with the educational category of actions. Thereby, 
managing patient expectations is crucial to prepare them 
for the choices that need to be made [58]. There often 
appears to be a difference between the expectations of 
an obstetric patient has for or during childbirth, particu-
larly stemming from the established birth plan, and what 
actually occurs in practice. This while various profession-
als observe that unrealistic expectations are included in 
the birth plan [59]. In this regard, the expectations that 
patients have can influence patient satisfaction, under-
scoring the importance of professionals managing 
patient expectations [60]. This leads to the conclusion 
that actions in the ‘emotional’ category are complex and 
require more attention to implement in practice.

Having the right negotiation skills was categorized as 
an ‘educational’ action in this current study and again was 
only suggested by the professionals. The desired negotia-
tion skills among professionals are essential for proper 
interaction with the patient, improving quality, as well as 
handling tensions or conflicts [61]. Since this is still insuf-
ficiently integrated into practice, there needs to be suffi-
cient time and financial investment to make this possible 
through training(s) [62]. Other actions mentioned within 
the specific context of Obstetrics in other studies did not 
emerge as important actions in our study. In this study, 
two other ‘educational’ actions have been identified: 
training on shared decision-making and ensuring system-
atic feedback. Shared decision-making is already being 
experimented with and integrated within this Obstetrics 
department. However, both patients and professionals 
have indicated the need for training to better implement 
this in practice. The literature also suggests that Obstet-
ric patients do not yet perceive shared decision making 
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as adequately integrated [63]. One reason for this short-
fall is the additional time commitment required from 
professionals on a daily basis [64]. Within this Obstetrics 
department, a significant amount of patient feedback is 
already being collected. However, there is currently no 
effective cycle in place to learn from and improve based 
on this feedback. Therefore, it can be argued that the 
feedback is not yet being adequately utilized.

Third, it is notable that within the categories ‘structure’ 
and ‘physical and technology’, actions emerge that intui-
tively seem embedded in practice. Under the category 
‘structure’, the actions include appoint a case manager, 
make time for adequate attention, provide informa-
tion concerning responsibilities, prepare well for child-
birth, and clarify the role of partner or family. When it 
comes to appointing a case manager, this is something 
that is receiving increasing attention in the practice of 
the department and the hospital, particularly for patients 
who, in addition to being pregnant, also have (other) 
medical diseases. The case manager can be deployed as 
a point of contact at the individual level to align the care 
plan with the patient, as well as in collaboration with 
various other professionals [65]. It can be said that this is 
still perceived as relatively new within Dutch maternity 
care [66]. When it comes to making time for adequate 
attention, providing information concerning responsi-
bilities, preparing well for childbirth, and clarifying the 
role of partner or family it may seem as if these actions 
are self-evident and therefore can be applied easily in the 
practice of an Obstetrics department. Given the often 
urgent nature of an Obstetrics department, time pres-
sure in such situations can increase. A previous study 
[67] indicates that when time pressure is higher within an 
Obstetrics department, professionals feel a stronger need 
to make decisions themselves. This could explain why 
both patients and professionals have mentioned all three 
actions.

Under the category ‘physical and technology’, the 
actions include creating an app for patients’ questions 
and clarifying the patient journey. The suggestion of cre-
ating an app within this Obstetrics department is some-
what surprising, as such an app for patient questions may 
already be implemented within the hospital. However, it 
is possible that its usage is still minimal or that patients 
and professionals are not sufficiently familiar with it. In 
a study on the use of eHealth and mobile health within 
an Obstetric context, it is suggested that it is the role of 
professionals to involve pregnant women in order to lead 
to successful integration [68]. Additionally, the results 
suggest that for managing responsibilities and the expec-
tations associated with them, it is essential to provide 
better insight into the patient journey. It could be valu-
able to make the patient journey transparent, with it 
being the responsibility of professionals to capture the 

perceptions, preferences, and expectations of the patient 
upfront [69].

Fourth, our study yielded 18  actions to mitigate the 
negative effects of patient participation in patient safety 
within an Obstetrics department in five of these six cate-
gories. That is, no one mentioned an action falling within 
the ‘politics’ category that Bate et al. define as: ‘dealing 
with conflicts and tensions between different interests 
and power relations’. We offer two possible explanations 
for why politics was not mentioned in our study. First, 
many respondents within an Obstetrics department were 
unfamiliar with the topic being addressed in this study 
and, consequently, may not have been able to put it into 
a broader perspective and suggest actions in the politi-
cal sphere. Second, the actions were primarily envisaged 
from the practical perspectives of the patients and pro-
fessionals. As such, one could argue that politics as previ-
ously defined are largely absent. This can be seen as an 
interesting result because the literature often discusses 
tensions that can arise between patients and profes-
sionals when there are conflicting interests [70–72]. An 
example from the obstetric literature suggests that with 
patient participation in the form of promoting shared 
decision-making, tension can arise when the patient is 
challenged to make a choice. However, this may conflict 
with the clinician’s clinical experience or care standards 
[73]. Ultimately, this could affect patient safety if the 
patient prioritizes their own interests over the clinical 
ones. Another specific example from the obstetric litera-
ture shows that among Black American women, a study 
revealed a sense of powerlessness where doctors played a 
dominant role in the process [74]. Based on this, it could 
be argued that there is potentially a ‘politics’ element 
based on power relations and the interaction between 
patients and professionals. And it is plausible that in the 
future, consideration should be given to actions in the 
‘politics’ domain, as such tensions may arise in practice.

Strengths and limitations
First, this study is an inventory off the actions to be 
taken from the input of both patients and professionals. 
Because the strength of this is that it allows the conclu-
sion that most of the actions (13/18) were mentioned by 
both groups. Second, to our knowledge, this is the first 
study to examine, from the perspective of patient partici-
pation in patient safety, the mitigation of negative effects 
within an Obstetrics department. Thus, it contributes 
to closing a gap in the scientific literature. Despite these 
strengths, there are three limitations. Our sample size 
was limited both in terms of patients and professionals. 
Additionally, most of the patients were highly educated, 
and there was no equal distribution among profession-
als, thus potentially not reflecting the broader popula-
tion. This might have introduced selection bias [75]. 
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However, additional respondents were recruited until 
data saturation was achieved. Second, the generalizability 
of this research is limited, although this is not necessar-
ily a goal in qualitative research [76]. That is, the actions 
identified come from a specific context and generate an 
overview of this. Third, by choosing to analyze the data 
deductively based on Bate et al.’s model [28], the results 
were shaped by the categories therein. Other models for 
deductive analysis might have revealed broader or differ-
ent actions. Nevertheless, the model used does provide 
specific categories that can then be further elaborated by 
practitioners.

Conclusion
Eighteen different actions emerged within five catego-
ries from this study in a specific context of an Obstet-
rics department. No actions fit within the model’s sixth 
category of ‘politics’. The main finding from this study is 
that most of the actions highlight the need for a patient-
centered culture change. Currently, this still relies heavily 
on the perspective of professionals and too little consid-
eration is given to that of patients. Future studies could 
repeat our approach but in a different specific context 
to see whether other practical actions would be identi-
fied for further development. This could include look-
ing at other respondents within the study population, 
such as other job groups of professionals or less educated 
patients.

Practical implications
A specialty or department must recognize that these 
negative effects occur in patient participation within the 
realm of patient safety. By doing so, space, money and 
time have to be created to elaborate on these actions by 
patients and professionals and integrate them into the 
organizations’ structure, culture and practices.
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